
ORAL HEALTH SCREENING FORM

Location: ____________________________

Grade/Teacher: _______________________

The screening was completed by: ____________________ Date: ___________

Treatment Urgency
Name 0 1 2

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

#0 Treatment Urgency = No obvious oral health problems; Routine dental care recommended.

#1 Treatment Urgency = Observable oral health problems; Early dental care recommended.

#2 Treatment Urgency = Presence of pain, swelling and possible infection or three or more
         areas of possible decay; Emergency dental care recommended.


